which includes transient ischemic attacks and strokes, epilepsy, chorea, psychiatric features, multiple sclerosis-like lesions on imaging, dementia, and overlap with ischemic stroke inSneddon's syndrome with severe dementia.
Microinfarcts in APS occur in the strategic areas that possibly lead to cognitive decline or dementia and modern imaging techniques also show metabolic impairments that correlate to progressive dementia with the presence of antiphospholipid antibodies. [3] A significant association between cognitive deficits and the presence of livedo reticularis and white matter lesions on magnetic resonance imaging support the hypothesis that cerebral microvasculopathy may be the underlying mechanism for cognitive dysfunction.
A review of the literature from 1983 to 2003 by Gómez-Puerta and Cervera found 30 patients with dementia and APS and concluded that dementia was an unusual finding, but the disability had significant impact on the patient's activities of daily living. [4] The mean age of the patients was 49 years (range 16-79 years) and a third of patients had SLE, 63% had cortical infarcts, 30% basal ganglia infarcts, and 37% had signs of cerebral atrophy on imaging studies.
The concept of 'triple positivity' has been proposed, that is, the coexistence of lupus anticoagulant, high titer anticardiolipin antibodies, and anti-β2 GPI antibodies that pose a higher risk for thrombotic events than single or double positivity; an odds ratio (OR) of 33.3 in triple positive patients compared with 2.2 in double positives with the absence of lupus anticoagulant. [5] Pathological values for antinuclear antibodies and increased levels of antiphospholipid antibodies significantly correlate with the presence of cerebral lesions. As vascular disease still remains the most preventable cause of dementia, we should be able to devise and implement best practices, including novel research toolsto figure out better ways to prevent and ameliorate the debilitating cognitive deficits resulting from APS-induced vascular brain damage. 
Sujoy Khan

Conducting case control study on a cross-sectional database
Sir, This is in reference to an article entitled "pattern and risk factors in the young among stroke patients admitted in medical college hospital, Thiruvananthapuram" published in Ann Indian Acad Neurol 2015;18:20-3.
[1] The authors need to be appreciated for their effort in planning a study on risk factors for stroke among young patients. However, I have a few concerns with the way this study has been presented. The authors state that the study was conducted as a cross-sectional study with case-control comparison, but the case-control part of the study has not been dealt with adequately. Only 15 cases have been chosen for comparison with 85 controls. A small sample does not return us with a good odds ratio and reduces the power of the study. I understand the limitation of picking up cases and controls from a cross-section study base. The limitation could have been removed by conducting a matched case-control study rather than the above unmatched design.
In Material and Methods section of the article under heading "Controls", the authors state that in case, if the patient was not able to give answers to the questions, necessary information was obtained from the bystander and other available sources. A bystander by definition "is Annals of Indian Academy of Neurology, July-September 2015, Vol 18, Issue 3 a person who, although present at some event, does not take part in it". [2] In other words a bystander is an observer or spectator. How can a bystander provide necessary information of the patient? I think the authors need to have a relook on this statement.
In the Results section under heading "Risk factors", a comparison of frequencies of stroke risk factors among cases and controls has been provided and various risk factors have been enlisted (Table 2 of the study). [1] However, I am not sure as to how patients with comorbid conditions like diabetes and hypertension together, were placed in this list. Was it that all patients included in this study suffered from a single condition only? Did physical inactivity, smoking, and alcohol exist in isolation? A look at the numbers suggests otherwise. So how did the authors choose individual risk factors? The pattern has been repeated in Tables 3 and 4 of the study [1] .
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